We reviewed all patients undergoing surgery in the 
these methods fail, however, the retina can be incised to mobilise it so that at least a portion of the posterior retina can re-attach to the pig ment epithelium.
Material and Methods
We reviewed all patients undergoing surgery in the 
Results
The clinical features of the 20 eyes are sum marised in Table 1 . The operative details and outcome of surgery are shown in Table II . The size of each retinal incision is indicated in degrees of arc using the optic disc as centre. In two of these the epimacular membrane was removed surgically together with the silicone oil, with improvement in vision in one case. Fig. 3 . Argon laser scar along the edge of a retinal incision inferior to the optic disc. VA-visual acuity, PVR-proliferative vitreoretinopathy, HM-hand movements, PL-light perception, CF-counting fingers, NPL-no light perception, SRF-subretinal fluid, IOFB-intraocular foreign body. Most cases of retinal detachment with pro liferative vitreoretinopathy can be treated without deliberately cutting the retina (Fig. 5) .
The decision to make a retinal relieving inci sion for proliferative vitreoretinopathy is usually made intra-operatively when mem brane removal and scleral buckling prove inad equate. Where there is significant retinal incarceration, on the other hand (Fig. 6) , the need for retinal relieving incisions can often be anticipated pre-operatively on the basis of ophthalmoscopy or B-scan ultrasonography.
Retinal shortening from irresectable mem branes or incarceration does not, however, necessarily require to be treated in every case. Traction which does not distort the macula and does not prevent closure of a retinal break can often be ignored. 
